Introduction
In 1985 McKusick' described Marfan's syndrome as an 'abiotrophy' of connective tissue stating that; ... the involved tissues wear out prematurely under the usual stresses and strains'. Cardiovascular complications are the predominant cause of death in these patients, aortic dissection (38%), fusiform ascending aortic aneurysm (35%) and mitral regurgitation (22%) being the commonest post-mortem findings. 2 Fusiform dilatation of the infra-renal abdominal aorta however would appear to be extremely rare pheral pulses were present and equal. Examination of the chest revealed no murmurs or cardiomegaly. He was noted to be tall, slender and typically 'Marfanoid' with arachnodactyly, bilateral lenticular subluxation, myopia and a pigeon chest. Ultrasound scan confirmed the presence of an aneurysm 11 cm in diameter associated with a large posterior haematoma. The aneurysm arose below the superior mesenteric artery with no extension into the chest but the renal arteries were not visualized. Angiography (right transfemoral) showed that the aneurysm arose below the level of the renal arteries and that proximally the aorta was of normal calibre ( Figure 1 ). The condition of the patient precluded prolonging the procedure in order to obtain views of the ascending and thoracic aorta but a plain chest Xray showed no mediastinal widening.
At laparotomy the aneurysm extended from 1 cm below the left renal vein down to the aortic bifurcation sparing the iliac arteries and associated with a large retroperitoneal haematoma. After clamping, the sac was opened and found to contain fresh blood with no intraluminal thrombus and no evidence of atheroma, calcification, or dissection. In the posterior wall of the aneurysm there was a 10 cm longitudinal split running obliquely from left to right. This defect was lined posteriorly by pre-vertebral fascia and inferolaterally by the inferior vena cava.
An 18 mm woven Dacron straight tube graft was inlaid and anastamosed superiorly and inferiorly with continuous prolene. The non-dilatcd portions of aorta accepted sutures readily with no tendency to cut out. The aneurysm sac was used to cover the graft and was interposed inferiorly between the graft and vena cava. A biopsy of the aneurysm wall was taken. The patient made an uneventful post-operative recovery.
A subsequent echocardiogram showed that the patient's ascending aorta was moderately dilated at 5.2 cm. The aortic and mitral valves were competent though the latter was described as 'floppy'. compared to a normal aorta. 
